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Abstract  
 
DEVELOPMENT OF FIVE WORKSHOPS TO TRAIN DEPARTMENT OF MEDICINE 
FELLOWSHIP COORDINATORS TO REDESIGN CURRICULUM AND TEACH BUY-IN TACTICS 
TO COMPLY WITH THE NEXT ACCREDITATION SYSTEM EDUCATION REFORM 
 
Jami Simpson 
 
Under the supervision of Tom Lo Guidice, PhD,  
Professor Emeritus, University of Wisconsin-Platteville  
In Consultation with Mary Thompson, PhD, Education Manager for  
The Department of Medicine, University of Wisconsin-Madison 
 
 
 
 This educational project is a series of five workshops presented to Department of Medicine 
Fellowship Coordinators. The workshops will provide templates and instructional material to reduce the 
burden of the Next Accreditation System (NAS) educational reform. Through a review of the literature, it 
became apparent that step-by-step instruction was needed to equip fellowship coordinators with the 
educational tools necessary to modify their curriculum to meet the reform’s competency-based training 
requirements. NAS’s creators have not provided instruction such as this to fellowship coordinators or 
program directors, and therefore both parties are reluctant to make the necessary changes. Due to the 
reluctance of program directors, the NAS workshops will also teach buy-in tactics that will engage the 
unwilling party. NAS workshops, such as these, have not been provided previously, so the materials 
included in this project will provide a baseline for future research and development.  
Keywords: Next Accreditation System, competency-based curriculum, and buy-in tactics.  
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Chapter 1: Introduction  
 
 How will Department of Medicine fellowship coordinators convert their previously used 
curriculum to the Next Accreditation System’s educational reform standards with limited guidance or 
educational experience? This question is the primary objective of the coordinator workshops presented in 
this paper. The paper identifies the purpose of the NAS educational reform, the roles and duties of faculty, 
coordinator and accreditors in transitioning to NAS, how to use templates to create uniform learning 
objectives within the Department of Medicine, provide buy-in tactics to encourage the faculty’s 
involvement in the NAS educational reform, and ensure coordinators have the tools to complete phase 1 
of the NAS requirements by July 2013.   
 The Fellowship Coordinator’s Perspective 
 Fellowship coordinators come from various backgrounds and educations. There is neither a 
requirement for educational experience nor expected degree in a related field. This position has 
traditionally been a managerial role with a blend of secretarial expectations. The NAS education reform 
will require the fellowship coordinators to redesign curriculum in a joint effort with their program 
directors. Though these positions have vested interest in improving their program, they both will require 
assistance in redesigning curriculum and evaluations from an education specialist.  
 The Accreditor’s Perspective  
 The Accreditation College for Graduate Medical Education (ACGME) is responsible for 
accrediting Graduate Medical Education Institutions and individual programs. They ensure their 
accredited training programs are providing a safe and adequate education environment for the trainees. 
They also dictate what should be included in the curriculum, which must incorporate the six core 
competencies necessary for meeting patient safety, professionalism, and quality care to satisfy public 
standards. Studies conducted in the last three years have revealed a decline in patient satisfaction in health 
care providers with direct connection to insufficient training curriculum (Preston, 2009). The ACGME is 
responsible for improving patient satisfaction, and their solution was revealed in the Next Accreditation 
System (NAS). The NAS goals are to standardize skills and training milestones, and monitor 
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“entrustable” performance to ensure trainees are achieving at least a minimal level of competencies 
(Wagner & Lypson, 2009).  
Statement of the Problem  
 The problem to be addressed is, how do Department of Medicine fellowship coordinators convert 
current curriculum to competency-based material with limited knowledge of curriculum design and 
engage an unwilling audience whose participation is vital? 
Definition of Terms 
 A fellow is a physician in a graduate medical education program who is eligible for his/her first 
board certification in a specialty (Accreditation Council for Graduate Medical Education, 2011). A 
program coordinator is an assistant to the program director. A program director is a faculty member 
granted authority and is accountable for the curriculum and management of the fellowship program 
(Accreditation Council for Graduate Medical Education, 2011). A rotation is an educational experience 
over a specific period of time, and includes planned activities designed to meet established goals and 
objectives (Accreditation Council for Graduate Medical Education, 2011). Milestones are rotation-
specific behaviors written in curriculum to chart competency and should increase in responsibility based 
on training year (Carraccio & Burke, 2010). An example of a milestone is, “recognize when to seek 
additional guidance,” (Green, Aagaard, Caverzagie, Chick, Holmboe, et al., 2009, pp.10). Entrustable 
Performance Activities are descriptions of behaviors expected at the end of a rotation (Carraccio &Burke, 
2010). The abbreviation for Entrustable Performance Activity is EPA.  An example of an EPA is, “the 
fellow can manage the care of patients in general internal medicine continuity clinic” (Berkowitz, 
Caverzagie, Cooney & Hemmer, 2012, pp 1). Core competencies are specific knowledge, skills, 
behaviors, and attitudes training programs use as a focal point to give fellows the necessary experiences 
to complete the program (Accreditation Council for Graduate Medical Education, 2011). The six core 
competencies identified by the ACGME are: patient care, medical knowledge, interpersonal 
communication, system based practice, and practice based learning (Nasca, Philibert, Brigham, & Flynn, 
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2011). The abbreviation for the University of Wisconsin- Madison’s Department of Medicine is DOM. 
The DOM is responsible for the Internal Medicine program. The Internal Medicine program has 17 
subspecialty programs required to be compliant with the NAS requirements by July 2013.  
Delimitations of Research 
 The references used for the review of literature were collected over a period of 90 days using the 
resources of the Karman Library at the University of Wisconsin – Platteville. Search engines provided by 
EBSCOHOST were used, along with the Journal of Graduate Medical Education.  The key search terms 
were “NAS,” “competence-based curriculum,” “learning communities,” “buy-in,” and “curriculum 
design.” 
Method of Approach 
An introductory lecture explaining the transition from structured process-based system to 
competency-based curriculum will be presented. Five workshops will be developed using the Learning 
Communities model to teach groups how to categorize milestones into the six core competencies and 
redesign their curriculum. Instruction will then focus on the coordinators’ role assisting their program 
directors in applying the new curriculum and encouraging buy-in among their programs’ faculty and staff. 
Workshop components will include a syllabus, workshop teaching instruction, PowerPoints, role-playing 
script, templates, and group activities (see Appendices A through R).  
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Chapter Two: Review of Related Literature 
  
 The following is a review of literature identifying the need for educational reform based on the  
 
current economic situation and the United States public’s dissatisfaction in their physicians' abilities on a  
 
national level.  The NAS’s success in the coming years serves as support to encourage faculty buy-in. 
Faculty in this project refers to a doctor as both a health care provider and academic professor. The 
patient’s disaffection questions the doctors ability to teach his or her fellows, and because some faculty 
have a hard time transitioning between provider and teacher, buy-in tactics must speak to the importance 
of their academic responsibilities.   
The Need for Medical Education Reform 
 Two recent developments have made medical education reform a priority. First, The Deficit 
Commission and Medicare Payment Advisory Commission are recommending cutting funding for 
indirect medical education by half in the coming year (Steinmann, 2011).  Indirect medical education 
funds pay for the extra coasts accrued by teaching hospitals such as longer lengths of stay, additional 
testing, teaching equipment, and the complex mix of patient population (Steinmann, 2011). Secondly, 
recent data from keystone projects has identified gaps in residence training in the basic skills necessary to 
perform common procedures, which results in errors jeopardizing patient safety (Preston, 2009). The 
ACGME has enacted the NAS reform to standardize competency-based training to improve patient 
satisfaction and safety, in hopes of keeping federal funding for medical education.  
The Benefits of the NAS Educational Reform   
 
 The NAS educational reform will require training curriculum to be based on competency of 
milestones (Nasca et al., 2011).  Before the reform, medical training curriculum was based on the 
structure-process system, which identified a set number of procedures, patient encounters, and the 
completion of at least 18 months of clinical experience over a set period of time (Carraccio, Wolfsthal, 
Englander, Ferentz & Martin, 2002). The previous training materials did not consider the learner and his 
abilities to perform; instead, it assumed competency based on the completion of a set number of 
experiences. The NAS reform instead requires competency-based training to assess the trainee’s 
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performance during the experience. The ACGME will conduct annual reviews, monitoring the program’s 
fellows’ ability to achieve competency of the milestones using case logs, surveys, and evaluations (Nasca 
et al., 2011). These reviews will replace the current program information form, which was modified only 
once every five years based on scheduled site visits. The NAS reform will use the milestones to set 
minimum standards but will allow individual programs the room for innovation for achievement of the 
milestones. The reform also requires an educational leadership role from the program’s director and 
education faculty, allowing for a team effort in training fellows (Nasca et al., 2011). These milestones are 
also key items in the board exams, and continued practice in achieving them should also increase fellow’s 
performance on these tests (Nasca et al., 2011).   
Primary Purpose of NAS Workshop Series 
 
 The purpose of these workshops is to relate NAS literature to coordinators, standardize four of the 
six core competencies among all programs in the Department of Medicine, and to teach buy-in tactics to 
increase faculty participation.  The workshops will focus on the role of the coordinator in meeting reform 
requirements, organizing, and prioritizing information to relieve the burden on the program directors, and 
unifying departmental standards.    
Coordinators will achieve these goals by accomplishing the following workshop objectives: 
 
1. Distinguish between structure process-based and the new competency-based curriculum. 
2. Apply the “Outcome Template” to organize their program’s rotation and didactic activity 
milestones. 
3. Define the coordinator’s role in meeting the NAS reform requirements.  
4. Discuss and agree upon standard milestones for the last four of the six ACGME core 
competencies.  
5. Define five reasons for resistance among faculty members.   
6. Role-play persuasive influence for adapting to the NAS educational reform.  
7. Define the coordinator’s role in the competency committee meetings.  
8. Identify the four strategies necessary to lead a productive competency committee meeting.  
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9. Assist committee members in writing entrusable performance abilities for each Dreyfus level.  
10. Examine how the simulation center is a competency-based curriculum tool. 
11. Identify rotations and didactic actives that would benefit from practice in the simulation center.   
12. Present refined curriculum to workshop participants in preparation for DOM Fall Retreat. 
Department of Medicine Response  
 Mary Thompson is the Department of Medicine Education Manager and serves as an in-house 
advisor on this project. She and Dr. Bennett Vogelman (the DOM’s Program Director of the Internal 
Medicine Program) are conducting retreats every other month to educate the program directors on the 
NAS reform requirements. The Department of Medicine has organized the program director portion of 
NAS, and these workshops will bring the coordinator into the process. Program directors will leave each 
retreat with an assignment and will require assistance from their coordinators to fulfill the request. This 
fall’s program director’s retreat will require each director to present progress made during the summer 
term to Department of Medicine leaders. These workshops will result in presentable material collected in 
a team effort between program director and coordinator.   
Competency-Based Curriculum Development 
 
 Competency-based curriculum is used in a variety of educational settings. To narrow the focus on 
medical education, the following resources were used:  
• Journal of Graduate Medical Education and Accreditation College of Graduate Medical 
Education website. These sources provided examples of how competency-based curriculum is 
used and how it will improve medical training. Specifically the article “Charting the Road to 
Competency: Developmental Milestones for Internal Medicine Residency Training” by Green, et 
al. (2009).  
• Guidance from Mary Thompson as an in-house advisor to make the research relevant to the 
Department of Medicine. She has been instrumental in teaching structural strategies and unifying 
programs to communicate departmental standards.  
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• Input from program directors and key education faculty during competency committee meetings 
to specialize medical knowledge and patient care that is rotation specific. 
These resources support the training documents presented in the workshops. The following are major 
points of interest presented in the workshops: 
• Milestones will establish the expectations during a rotation or learning activity (Green et al., 
2009).  
• Fellows will be evaluated based on their performance of these milestones, which will also track 
their progression through the training. Weaknesses will be identified and training plans will be 
developed (Green et al., 2009).  
• Dreyfus model of skill acquisition will provide the levels of competency using a five-step 
progression. Program directors will be required to identify what an entrustable professional would 
look like in each stage of competency (Green et al., 2009).  
Buy-In Tactics using the Learning Communities Model 
 Input from the program director and key education faculty is essential to the reform’s success. 
Only they can write the training documents and identify what each level of competency looks like for 
their medical specialty. Currently, program directors have either a “wait and see” or “this isn’t my job” 
attitude to the NAS reform and need to be persuaded towards a proactive stance (Thompson, 2012). 
 Why are program directors slow to take action on educational reform such as this? Edward 
Zlotkowski (1998) Director of the Service-Learning Center at Bentley University attributes faculty 
resistances to their uncertainty over the academic value of reform, a lack of incentives or rewards, 
concerns over adding to an already heavy workload, or a fear of losing control over training (Zlotkowski, 
1998). Faculty affected by the NAS reform added a concern for the movement’s longevity. The ACGME 
has issued numerous training reforms within the last five years and program directors start to view such 
reforms as “paper pushing initiatives” (Thompson, 2012). As a result of this reform saturation, faculty are 
reluctant to modify their curriculum, in fear that future change will nullify work previously done.  Faculty 
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development seminars are an excellent forum for unifying institutional and accreditation expectations and 
engaging faculty using their peer groups. These seminars are based on the Learning Community Model 
which reduce faculty resistance by providing structure, topic-based content, and peer networking to 
promote understanding when pedagogical change is necessary (Furco & Moely, 2012). These NAS 
workshops use the Learning Community Model for both its design and content for the buy-in tactic 
sessions. Coordinators are encouraged to use the following steps when meeting with their program 
director and key education faculty.  
 Furco and Moley (2012), researchers who have studied teaching innovations on multiple 
campuses suggest the following: 
1. Start by clearly communicating the goal and value of reform and concerns of the participating 
faculty. 
2. Actively involve faculty members in the stages of learning by establishing a set number of 
activities to be carried out in a group setting.  
3. Provide a safe space for faculty to explore ways they can innovate to build confidence with the 
new requirements. 
4. Tie the reform to broader institutional goals.   
 A role-playing script (Appendix I) will be provided to coordinators to practice buy-in tactics with 
workshop participants. The scripted was created using John P. Kotter’s “Tips for Getting Buy-In” found 
here www.kotterinternational.com on his website.  
Admission and Funding 
 Workshops are provided during work hours and are free for Department of Medicine fellowship 
coordinators. No funding is necessary as Mary Thompson and I are workshop instructors and consider 
this among our employment duties.   
Teaching Method 
 
 Workshops are taught using lecture, small group activities, group discussion, and completion  
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of templates on the coordinator’s work time (Appendices A through R). This is further described in the 
NAS Workshop Syllabus (Appendix A). 
Instruction  
 
Table 1 
 
Workshop #1: The Coordinators Role in NAS 
Date and Time: June 18th 1:00-2:30  
Assignment: With program directors: eliminate, condense, or re-write outcomes in the “Outcome 
Template” evaluation to be rotation specific.  
Learning Objectives:  
Coordinator will be  
able to:                             Topic-Based                 Highlights                             Peer-Networking         Time 
Distinguish between 
process-based structure 
and the new competency-
based curriculum 
Milestones, 
competency-
based 
-Fellow’s ability to perform 
vs. completing a set number 
of procedures. 
-Measurable language. 
-PowerPoint 
 Lecture 
30 
minutes  
Apply the “Outcome 
Template” to organize 
their program’s rotation 
and didactic activity 
milestones. 
Core, Detail, 
Outcome labeled 
ACGME 
Program 
Requirements  
-Outcomes are the milestones 
ACGME expects to see in 
rotational and didactic 
curriculum.  
Hands-on activity:  
copy and paste each 
outcome into the 
“outcome template”  
evaluation. 
30 
minutes  
Define the coordinator’s 
role in meeting NAS 
reform requirements. 
Program Director 
vs. Coordinator  
Coordinators drive the 
process, keeping programs on 
track.  
Group Discussion:  
How to motivate?  
List motivations. 
30 
minutes  
 
Table 2 
 
Workshop #2: DOM Standardized Core Competencies and Intro to Buy-in 
Date and Time: July 23 1:00-2:30  
Assignment: Include the standardized DOM milestones in your “Outcome Template” evaluation.  
Learning Objectives:  
Coordinator will be  
able to:                                  Topic-Based                 Highlights                      Peer-Networking           Time 
Discuss and agree upon 
standard milestones for 
the last 4 of the 6 
ACGME core 
Competencies.  
Standardized  -The value of standardized 
milestones among the DOM 
Group discussion: using 
Mary Thompson’s list 
of standard milestones 
for 4 of the 6 core 
competencies.  
30 
minutes  
Define 4 reasons for 
resistance among faculty 
members.   
Faculty 
resistance  
1. Question academic value. 
2. Lacking incentives 
3. Adding to a heavy 
workload. 
 4. Fear of losing control 
over training.  
Group discussion:  
What does resistance 
sound like and how does 
it affect the coordinator?  
15 
minutes  
Role-play persuasive 
influence for adapting to 
the NAS educational 
reform.  
Buy-In Tactics, 
NAS relationship 
with institutional 
standards, 
innovation 
Practice persuasive 
communication with the 
“wait and see” and “it’s not 
my job” attitude scenarios.  
Group activity 45 
minutes  
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Table 3 
 
Workshop #3: The Coordinator’s Role in the Competency Committee Meeting   
Date and Time: August 20th 1:00-2:30  
Assignment: Schedule your program’s competency committee meeting and add agenda item “Describe 
each stage of competency.”   
Learning Objectives:  
Coordinator will be  
able to:                                 Topic-Based                  Highlights                   Peer-Networking              Time 
Define the Coordinator’s 
role in the Competency 
Committee meeting  
Coordinators’ 
role and 
responsibilities.  
-scheduling, preparing 
agenda, bring NAS-related 
documents and templates, 
interject “buy-in” strategies 
when appropriate.  
Group discussion:  
What are some concerns 
and possible road 
blocks?  
30 
minutes  
Apply the 4 strategies 
necessary to lead a 
productive competency 
committee meeting.  
Buy-in Tactics  1.Clearly communicate 
goals and values  
2.Actively involve faculty 
members 
3.Provide a safe space for 
innovation  
4.Tie the reform to broader 
institutional goals 
 
Group Activity:  
List one support for 
each of the 4 stages to 
help guide your 
committee meeting. 
45 
minutes  
Assist the committee 
members in writing the 
EPAs for each Dreyfus 
level.  
EPA,  
Dreyfus level 
-Show Cardiology’s EPAs. 
-Use “Competent Template” 
to start writing program-
specific competency.   
PowerPoint and 
discussion.  
 
15 
minutes 
 
Table 4 
 
Workshop #4:  Using the Simulation Center as a Learning Activity  
Date and Time: September 24th 1:00-2:30  
Assignment: Work with program director to identify rotations and didactic activities as potential 
simulation center courses.  
Learning Objectives:  
Coordinator will be  
able to:                                     Topic-Based               Highlights                    Peer-Networking            Time 
Explain how to schedule 
in the simulation center 
Simulation 
Center 
Name the scheduler, prepare 
faculty member for 
curriculum meeting with 
Sue Bay, and paying for 
simulation center time. 
PowerPoint  30 
minutes  
Examine how the 
simulation center is a 
competency-based 
curriculum tool. 
Simulation 
Center, 
milestones, and 
innovation 
Discuss how the simulation 
center plays a role in 
competency-based 
curriculum.  
Group Discussion: 
How are other programs 
using the Simulation 
Center?  
30 
minutes  
Identify rotations and 
didactic activities that 
would benefit from 
practice in the simulation 
center.   
Simulation 
Center  
Examples of courses offered 
by the simulation center.  
Group Activity: 
List simulation activities 
that satisfy three of your 
program’s milestones  
30 
minutes  
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Table 5 
 
Workshop #5:  Getting Your Program Director Ready to Present at the Fall DOM Retreat  
Date and Time: October 29th 1:00-2:30  
Assignment: Prepare presentation materials for your program director.  
Learning Objectives:  
Coordinator will be  
able to:                                   Topic-Based                Highlights                      Peer-Networking           Time 
Present new milestone / 
EPA based evaluations,  
Milestones Review Med Hub 
evaluations for content and 
accuracy.  
Group Presentations:  
critique and praise   
30 
minutes  
Present goals and 
objectives, and direct 
supervision activity. 
Direct 
supervision 
Review EPAs written by 
competency committees.  
Group Presentations:  
critique and praise   
30 
minutes  
Present program specific 
simulation center courses  
Simulation 
center  
Review proposed simulation 
center courses  
Group Presentations:  
critique and praise   
15 
minutes  
Describe effective “Buy-
in” tactics.  
“Buy-in” Review of “Buy-in tactics  Group Discussion:  
“Buy-in” frustrations.  
30 
minutes  
 
Workshop Evaluations 
 
Workshop evaluations will include the following (Appendix P-Q): 
• Introductory survey to establish a baseline understanding of NAS reform.  
• Exit surveys following each workshop for coordinators to identify what was most and least 
effective, and what they would like to learn in the next workshop. 
• Summative evaluation will identify instructional techniques participants found effective, if they 
feel more supported now then when they started the workshop, and areas in which they would 
have like further training. (Same as the exit survey Appendix P).  
An IRB has not been granted for this project; therefore, none of the assessments listed above will be 
included. I have included testimonials of coordinators’ voluntary feedback regarding the workshops 
instead. (See Chapter Four). 
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Chapter Three: Project      
 The syllabus, instructional outline, group activities, PowerPoints, and evaluations for this project 
are included in the Appendix. The workshops allow for 30 minutes of lecture and group discussion. This 
identifies the workshop goals and the strategies for achieving the goals. Participants are given either 
group assignments or individual time to practice the identified strategy. During this practice session 
participants are encouraged to discuss complications they foresee occurring when using the strategy with 
their program directors or other faculty. These discussions will unify the group based on the commonality 
of complaints and begin to diffuse the isolation coordinators have previously experienced.  
 The Appendix is in order by workshop and includes all templates and samples provided during 
the lesson. The syllabus starts the Appendix and the required reading ends the Appendix.  
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Chapter Four: Conclusions and Recommendations 
 
 As mentioned in previous chapters, the NAS education reform is the ACGME’s solution to 
decreasing patient satisfaction in their health care providers. The reform has also been proposed to 
support the continued need for federal funding of academic hospitals. There are two influential groups 
that must participate in this reform in order for the NAS to succeed in meeting these goals. This project 
introduced the groups in chapter one, and will conclude with what they will gain as a result of the NAS 
workshops. 
From the Coordinator’s Perspective  
 
• Identify the coordinator’s role in NAS reform 
• Reduce the burden of the NAS educational reform by providing templates and a support network 
for coordinators. 
• Provide competency-based training and buy-in tactics to meet the NAS requirements. 
• Standardize Department of Medicine milestones for the following competencies: Communication, 
Professionalism, Systems Based Practice and Practice Base Learning. To be referred to during the 
institutional citations.  
• Assist program directors in preparing for their program’s presentation of modified curriculum at 
the Department of Medicine Fall Retreat.  
From the Accreditors Perspective  
• Increase accountability to the public by modifying training curriculum from its current structure-
processed based to competency-based and the achievement of entrustable performance activities.  
• Create milestones to monitor fellows’ competency and increase their comfort level during actual 
patient procedures / encounters. The aim is to monitor fellows expected progress.  
• Innovate specialized teaching methods, conferences, and simulation courses to produce 
entrustable professionals that the general public will trust for their health care needs.  
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Department of Medicine Fall Retreat  
 The Department of Medicine’s Internal Medicine program and its subspecialties are required to 
deploy the new competency-based training documents by July 1, 2013. To ensure that the department is 
ready to enact the NAS requirements by the deadline, they are holding a 2012 Fall Retreat on November 
19th. Each program director is required to present a PowerPoint presentation including the following 
three items: one high yield rotation evaluation tool, one rotation’s goals and objectives, and one 
supervised direct observation activity. Dr. Richard Page (Chair of Department of Medicine), Dr. Bennett 
Vogelman (DOM’s Program Director of the Internal Medicine Program) and Dr. Chris Hilldebrand (Chief 
of VA Hospital) will critique the presented materials in front of the group. The individual programs will 
make the necessary changes and start piloting the new training documents as of January 2013. The 
DOM’s goal is to have perfected competency-based training materials by the July 2013 deadline.  
 DOM coordinators will schedule individual meetings with an education specialist in October 
2012 to ensure their program is on track with the fall deadline and to assist in creating a draft PowerPoint. 
The education specialists will use the outcome template, Blooms Taxonomy, and standardized core 
competencies as a check list to ensure the necessary items and measurable language are included. The 
coordinators will present their PowerPoints at the DOM Fellowship Coordinators meeting on October 29th 
as a dress rehearsal. Their fellow coordinators will use an evaluation (see Appendix N) to provide 
constructive criticism and suggestions. They will only be critiquing the evaluation tools, as the majority 
of our NAS workshops focused on assessment tools. These last minuet meetings will complete the 
coordinator’s work done throughout the workshops and ensure their presentation’s display polished 
teaching documents.  
Testimonials  
“Very helpful. I found the diagrams, templates and samples to be the most useful.”  
(D. Wells, personal communication, June 18, 2012) 
“Now I get it!” (S. Fleming, personal communication, June 18, 2012) 
“I feel much more comfortable after the workshops.” (B. Brace, personal communication, July 23, 2012)  
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“The workshops were very helpful. Instructor was extremely accommodating to those of us who were 
completely lost at first. She was able to explain it so I feel comfortable completing this next step on my 
own. I look forward to the next workshop.” (R. Forbes, personal communication, July 23, 2012) 
Workshop Reflections  
 
 The following is a brief researcher reflection (written in the first person) on how the “working 
hypothesis” applied to the research for workshops 1 and 2.  
 Workshop #1 
Hypothesis: Coordinators are not feeling supported in the changes nor considered a part of the process.  
Research: A lack of literature on the coordinator’s role in the reform process confirmed the need for step-
by-step instruction.   
Coordinators’ reactions: When asked during the workshop, how many of you feel supported by the 
Department of Medicine in the reform processes, five out of eight raised their hands. I planned to go 
through the differences between the current and new curriculum fairly quickly to maximize our time with 
the templates. However, the coordinators needed more time to understand the NAS changes. I did not 
focus enough on the basics such as definitions, our current training structure, and how the NAS will 
change this path. This problem was revealed when I asked them to use the template. They all had the 
same question: “Why?” I have altered the objective of Workshop 1 and included this modification in the 
Appendix. The edits allow for a full hour of discussion using analogies, workable examples, and defining 
the coordinator’s role. The last thirty minutes they will spend using the template.  
 Workshop # 2  
Hypothesis: Coordinators are intimidated by their program directors due to a lack of enthusiasm or are 
taking the program director’s resistance personally.  
Research:  Academic faculty have a history of resistance when faced with pedagogical change. Medical 
and academic journals publish literature to identify strategies to encourage buy-in. This literature will be 
used to identify the behaviors and create a script to guide the buy-in conversation.  
16 
Coordinators’ Reaction: Coordinators discussed examples of what stage of resistance their program 
director currently exemplifies. They were encouraged to know it is more of a symptom of change and 
they were enthusiastic to read the buy-in script. One coordinator volunteered to play the resistant program 
director and Mary Thompson played the coordinator’s role. This created a lighthearted environment 
without jeopardizing the seriousness of the topic.  
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Appendix A 
 
NAS WORKSHOP SERIES FOR DEPARTMENT OF MEDICINE FELLOWSHIP COORDINATORS  
Workshop Syllabus  
 
Workshop Information  
Title:   NAS WORKSHOP SERIES FOR DEPARTMENT OF MEDICINE COORDINATORS  
Instructors:   Jami Simpson, B.S. and Mary Thompson Ph.D. 
  Office:  Jami Simpson K4/910 CSC  
  Phone:  608-263-3035 
  Email:  jllampkins@medicine.wisc.edu   
Instructional Level:  Department of Medicine Fellowship Coordinators in Phase 1 of NAS construction 
Instruction Hours:    7 ½   
 
Course Description 
 Workshops will (i) identify the coordinators role in the Next Accreditation System educational reform 
modifications; (ii) discuss how curriculum will be changing according to the reform; and (iii) provide 
templates for organizing curriculum requirements based on learning activities. (iv) Workshops will also 
address faculty “Buy-in” tactics coordinators may use when faced with resistance. (v) Finally, these 
sessions will build a peer-network among attendees for support throughout the reform process.  
 
Course Objectives 
1. Distinguish between structure process-based and the new competency-based curriculum. 
2. Apply the “Outcome Template” to organize their program’s rotation and didactic activity milestones. 
3. Define their role in meeting the NAS reform requirements.  
4. Discuss and agree upon standard milestones for the last 4 of the 6 ACGME core competencies.  
5. Define five reasons for resistance among faculty members.   
6. Role-play persuasive influence for adapting to the NAS educational reform.  
7. Define the Coordinators role in the Competency Committee meetings.  
8. Identify the 4 strategies necessary to lead a productive competency committee meeting.  
9. Assist committee members in writing “entrusable” performance abilities for each Dreyfus level.  
10. Examine how the simulation center is a competency-based curriculum tool. 
11. Identify rotations and didactic actives that would benefit from practice in the simulation center.   
12. Present refined curriculum to workshop participants in preparation for DOM Fall Retreat. 
 
Required Reading 
Article: The Next GME Accreditation System — Rationale and Benefits 
Authors: Thomas J. Nasca, M.D., M.A.C.P., Ingrid Philibert, Ph.D., M.B.A., Timothy Brigham, Ph.D., M.Div., and 
Timothy C. Flynn, M.D. 
Publication: The New England Journal of Medicine  
 
Workshop Policy 
Provide a safe and inviting space for fellowship coordinators.  
Types of Instruction       
Classroom Presentation and Group Activities  
 
Instructional Methods 
Workshops are taught using lecture, small group activities, group discussion and completion  
of templates on the coordinator’s personal time.  
 
Methods of Evaluation  
1. Introductory survey  
2. An exit survey following each workshop 
3. Summative evaluation for overall thoughts and feedback 
 
Practical Assignments  
1. Copy and Paste the Outcomes provided by the ACGME in the Program Requirements into 
the Outcome Template. Have your program director identify which learning activity will 
address this outcome.  
2. Complete the Outcome Evaluation Template in Medhub for each learning activity (high 
yield rotations only).  
3. Meet with program director to eliminate, condense, or re-write outcomes in the Medhub 
evaluation for accuracy prior to deployment.  
4. Schedule a Competency Committee Meeting with program director and key faculty to 
write narratives for your programs “entrustable” performance activities.  
5. Schedule follow-up meetings with Mary Thompson for program specific direction.  
 
Workshop Content 
Workshop #1   Title: The Coordinators Role in NAS 
Date and Time: June 18th 1:00-2:30  
Assignment: With program directors: eliminate, condense, or re-write outcomes in the “Outcome 
Template” evaluation to be rotation specific.  
Learning Objectives:  
Coordinator will be  
able to:                                Topic-Based               Highlights                                  Peer-Networking         
Time 
Distinguish between 
process-based structure 
and the new competency-
based curriculum 
Milestones, 
competency-
based 
-Fellow’s ability to perform 
vs. completing a set number 
of procedures. 
-Measurable language. 
-PowerPoint 
 Lecture 
30 
minutes  
Apply the “Outcome 
Template” to organize 
their program’s rotation 
and didactic activity 
milestones. 
Core, Detail, 
Outcome labeled 
ACGME 
Program 
Requirements  
-Outcomes are the milestones 
ACGME expects to see in 
rotational and didactic 
curriculum.  
Hands-on activity:  
copy and paste each 
outcome into the 
“outcome template”  
evaluation. 
30 
minutes  
Define the coordinator’s 
role in meeting NAS 
reform requirements. 
Program Director 
vs. Coordinator  
Coordinators drive the 
process, keeping programs on 
track.  
Group Discussion:  
How to motivate?  
List motivations. 
30 
minutes  
 
 
 Workshop #2   Title: DOM Standardized Core Competencies and Intro to “Buy-in” 
Date and Time: July 23 1:00-2:30  
Assignment: Include the standardized DOM milestones in your “Outcome Template” evaluation.  
Learning Objectives:  
Coordinator will be  
able to:                                  Topic-Based                 Highlights                            Peer-Networking           
Time 
Discuss and agree upon 
standard milestones for 
the last 4 of the 6 
ACGME core 
Competencies.  
Standardized  -The value of standardized 
milestones among the DOM 
Group discussion: using 
Mary Thompson’s list 
of standard milestones 
for 4 of the 6 core 
competencies.  
30 
minutes  
Define 4 reasons for 
resistance among faculty 
members.   
Faculty 
resistance  
1. Question academic value. 
2. Lacking incentives 
3. Adding to a heavy 
workload. 
 4. Fear of losing control 
over training.  
Group discussion:  
What does resistance 
sound like and how does 
it affect the coordinator?  
15 
minutes  
Role-play persuasive 
influence for adapting to 
the NAS educational 
reform.  
Buy-In Tactics, 
NAS relationship 
with institutional 
standards, 
innovation 
Practice persuasive 
communication with the 
“wait and see” and “it’s not 
my job” attitude scenarios.  
Group activity 45 
minutes  
 
Workshop #3   Title: The Coordinator’s Role in the Competency Committee Meeting   
Date and Time: August 20th 1:00-2:30  
Assignment: Schedule your program’s competency committee meeting and add agenda item “Describe 
each stage of competency.”   
Learning Objectives:  
Coordinator will be  
able to:                                 Topic-Based                  Highlights                           Peer-Networking              
Time 
Define the Coordinator’s 
role in the Competency 
Committee meeting  
Coordinators’ 
role and 
responsibilities.  
-scheduling, preparing 
agenda, bring NAS-related 
documents and templates, 
interject “buy-in” strategies 
when appropriate.  
Group discussion:  
What are some concerns 
and possible road 
blocks?  
30 
minutes  
Apply the 4 strategies 
necessary to lead a 
productive competency 
committee meeting.  
Buy-in Tactics  1.Clearly communicate 
goals and values  
2.Actively involve faculty 
members 
3.Provide a safe space for 
innovation  
4.Tie the reform to broader 
institutional goals 
 
Group Activity:  
List one support for 
each of the 4 stages to 
help guide your 
committee meeting. 
45 
minutes  
Assist the committee 
members in writing the 
EPAs for each Dreyfus 
level.  
EPA,  
Dreyfus level 
-Show Cardiology’s EPAs. 
-Use “Competent Template” 
to start writing program-
specific competency.   
PowerPoint and 
discussion.  
 
15 
minutes 
 
 Workshop #4   Title:  Using the Simulation Center as a Learning Activity  
Date and Time: September 24th 1:00-2:30  
Assignment: Work with program director to identify rotations and didactic activities as potential 
simulation center courses.  
Learning Objectives:  
Coordinator will be  
able to:                                     Topic-Based               Highlights                             Peer-Networking            
Time 
Explain how to schedule 
in the simulation center 
Simulation 
Center 
Name the scheduler, prepare 
faculty member for 
curriculum meeting with 
Sue Bay, and paying for 
simulation center time. 
PowerPoint  30 
minutes  
Examine how the 
simulation center is a 
competency-based 
curriculum tool. 
Simulation 
Center, 
milestones, and 
innovation 
Discuss how the simulation 
center plays a role in 
competency-based 
curriculum.  
Group Discussion: 
How are other programs 
using the Simulation 
Center?  
30 
minutes  
Identify rotations and 
didactic activities that 
would benefit from 
practice in the simulation 
center.   
Simulation 
Center  
Examples of courses offered 
by the simulation center.  
Group Activity: 
List simulation activities 
that satisfy three of your 
program’s milestones  
30 
minutes  
Workshop #5   Title:  Getting Your Program Director Ready to Present at the Fall DOM Retreat  
Date and Time: October 29th 1:00-2:30  
Assignment: Prepare presentation materials for your program director.  
Learning Objectives:  
Coordinator will be  
able to:                                   Topic-Based                Highlights                              Peer-Networking           
Time 
Present new milestone 
based evaluations  
Milestones Review Med Hub 
evaluations for content and 
accuracy.  
Group Presentations:  
critique and praise   
30 
minutes  
Present EPAs  EPA  Review EPAs written by 
competency committees.  
Group Presentations:  
critique and praise   
30 
minutes  
Present program specific 
simulation center courses  
Simulation 
center  
Review proposed simulation 
center courses  
Group Presentations:  
critique and praise   
15 
minutes  
Describe effective “Buy-
in” tactics.  
“Buy-in” Review of “Buy-in tactics  Group Discussion:  
“Buy-in” frustrations.  
30 
minutes  
The coordinators role in 
becoming NAS Compliant.  
Mary K. Thompson, PhD 
Jami Simpson, BS 
 
Workshop Agenda: 
 
• Why NAS now? 
• Big Changes 
• What do our PD’s know? 
• The coordinator’s role 
• Phases 1 of “Buy In”  
• Dissecting Milestones 
• Selecting shared evaluation questions  
• Using the templates  
 
 
                       Appendix B 
How is NAS different from what we 
already do?  
  The NAS moves the ACGME from an episodic “biopsy” model 
(in which compliance is assessed every 4 to 5 years for most 
programs) to annual data collection. 
 Each review committee will perform an annual evaluation of 
trends in key performance measurements and will extend the 
period between scheduled accreditation visits to 10 years. 
 Programs in the NAS will submit composite milestone data on 
their residents/fellows every 6 months, synchronized with 
residents’ semiannual evaluations. 
 Although the internal collection of milestone data may be more 
comprehensive, the data submitted to the ACGME will consist of 
30 to 36 dimensions that represent the consensus of the 
assessment committee on the educational achievements of 
residents/fellows, informed by evaluations the program has 
performed. 
 Another key element of the NAS is emphasis on the 
responsibility of the sponsoring institutions for the quality and 
safety of the environment for learning and patient care, a key 
dimension of the 2011 common program requirements. 
 
Exhausted and Overwhelmed?  
Coordinators Role in NAS  
 We are driving the process and keeping 
our programs on target.  
 We collect information from the ACGME, 
organize it, and present it to our PD’s. 
 We encourage “buy in” among our 
programs faculty.  
 We are not responsible for making final 
decisions on training materials. 
 Support each other and are supported by 
the DOM 
 
Phase 1 of  “Buy In” 
 Many PD’s are slow to “Buy In” to NAS 
changes.  
 Phase 1 of “Buy In” is aimed at PD’s  
 Apply the “Keep it Simple” method.  
 Provide the PD’s with specific tasks (such as 
categorizing the outcomes) 
 Concrete deadlines supported by Mary and 
the DOM  
 DOM can use “peer pressure” tactics  
◦ “All the other programs are doing it”   
Dissecting Milestones 
 Milestones consist of three parts  
◦ Measurable language  
◦ Outcome (what your PD’s categorized)  
◦ KSAB = Knowledge, Skill, Attitude, Behavior  
•  We will use Blooms Taxonomy for measurable 
language. (see question pie) 
• Each slice represents a level of competency 
• Bloom presents measurable language increasing 
in demand and performance which we will use 
for each level of competency 
Dissecting Milestones continued  
 Milestone Example:  
Recognizes the importance and priority of patient care, 
with an emphasis on the care that the patient wants and 
needs to receive while demonstrating a commitment to  
this value.  
1. What is the measureable verb?  
2. What is the outcome? 
3. What is the KSAB?  
 
•  You will NOT have to write milestones 
 
• You will need to make sure milestones given to you have 
a competency appropriate measurable verb using Blooms 
Taxonomy    (we will come back to this ) 
Selecting shared evaluation 
questions  (need someone to take notes) 
 We would all like to make this process as 
uniform and universal as possible.  
 Take out your programs evaluations and 
lets read and agree on 1 or 2 for these 
 competencies:  
◦ Professionalism 
◦ Interpersonal Communication  
◦ System-based Practice  
◦ Practice-based Learning  
 
Lets look at your outcomes and 
evaluations   
 Take out your rotation specific milestones.  
◦ If you don’t have them, use the evaluations we just 
collected.  
  In pairs, read over the outcomes and 
make sure they start with a measurable 
verb and include a KSAB (knowledge, skill, 
attitude or behavior).  
 Those reviewing evaluation questions, 
these also need to include measurable 
verb and KSAB.  
Using the templates 
Ex. of goals and objectives with milestones and 
competencies   
Working 
toward 
competency 
Competent Working 
towards 
expert 
Expert Mastery  
Level 1 
measurable 
verbal + 
outcome 1 
Level 2 
measurable 
verbal + 
outcome 1 
 
Level 3 
measurable 
verbal + 
outcome 1 
 
Level 4 
measurable 
verbal + 
outcome 1 
 
Level 5&6 
measurable 
verbal + 
outcome 1 
 
...outcome 2 ..outcome 2 
 
..outcome 2 
 
..outcome 2 
 
..outcome 2 
 
..outcome 3 ..outcome 3 
 
..outcome 3 
 
..outcome 3 
 
..outcome 3 
 
Medical 
Knowledge  
TLC Rotation Milestones and Competency  
Evaluations in Medhub 
 Evaluations need to be categorized based on 
the 6 core competencies.  (See NAS rotation 
evaluation template 
 The approved milestones are listed as 
questions  
 Check boxes to the right under the 
following headers: 
 Working toward competency 
 Competent 
 Working toward expert  
 Expert 
 Mastery 
 
 
See Medhub Example  
What’s next? 
 Your PD’s have been asked to collect 
EPA’s using your programs key faculty for 
in put.  
 They, like us, are focusing on the high yield 
rotations. 
 Give them the evaluation questions 
pertaining to your program’s specific 
Medical Knowledge and Patient Care.  
 This will help them.  
What’s next continued:  
 Continue converting your outcomes to milestones 
using Bloom’s Taxonomy 
 If you want, start using the Goals and Obj. template 
to create your Goals and Objectives  
 If you want, start entering the milestones into 
Medhub using the Medhub evaluation example  
 Email or call: Mary, Myself, or a fellow coordinator for 
support if you have a question 
 Next time we will review your milestone and discuss 
any problems you had  
 Focus on the EPA and evaluation portion of NAS 
 Phase 2 of Buy In = Creating a Competency 
Committee.  
 
Appendix C 
Associated Associated Associated 
Section Topic Outcome Rotation/Activty Rotation/Activity 2 Rotation/Activity 3 
Fellows must demonstrate competence in 
, 
 
Evaluation Form 
Printed on Jul 10, 2012  
 
NAS Rotation Evaluation  
 
 
Use the following competencies to identify the observable abilities of the fellow during this rotation.  
 
Most fellows will not achieve the Mastery level and very few will achieve the Expert level.  
 
The following is a description of competency levels:  
 
Working toward competency: Still learning basic skills  
 
Competent: Achieved the basic necessary knowledge and skills required to pass board examination. Have 
added “recognition” abilities to their knowledge base for further improvement. Have not completed their 
training but will have identified areas for continued learning.  
 
Expert: Has excellent skills and is engaged in an active process of knowledge enhancement and 
improvement. Continually looks for new challenges and means of honing their skills. They are looked to for 
advice from colleagues and are perceived as knowledgeable and reliable.  
 
Mastery: The average practitioner will not achieve mastery until well after fellowship is complete, if ever. 
Individuals who have achieved mastery are experts who have continued to develop their knowledge, skills 
and abilities through deliberate practice and self-study. These individuals are capable of teaching, not just 
knowledge and skills, but also the ability to use understanding of the underlying principles. Masters not only 
have excellent self-awareness but also the ability to assess self-awareness in a learner.  
 
 
 
Evaluator: 
Evaluation of: 
Date: 
Medical Knowledge  
Working toward competency Competent Working toward expertise Expert Mastery N/A
1. program specific question*   
2. Program specific evaluation 
question  
 
3. Program specific evaluation 
question  
 
4. Program specific evaluation 
question*  
 
Patient Care 
Working toward competency Competent Working toward expertise Expert Mastery N/A
5. Program specific evaluation 
question  
 
Page 1 of 2Evaluation Form - MedHub
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6. Program specific evaluation 
question  
 
7. Program specific evaluation 
question  
 
8. Program specific evaluation 
question  
 
Professionalism 
Working toward competency Competent Working toward expertise Expert Mastery N/A
9. Uniform DOM evaluation 
question  
 
10. Uniform DOM evaluation 
question  
 
11. Uniform DOM evaluation 
question  
 
Interpersonal Communication  
Working toward competency Competent Working toward expertise Expert Mastery N/A
12. Uniform DOM evaluation 
question  
 
13. Uniform DOM evaluation 
question  
 
System Based Practice  
Working toward competency Competent Working toward expertise Expert Mastery N/A
14. Uniform DOM evaluation 
question  
 
15. Uniform DOM evaluation 
question  
 
Practice Based Learning  
Working toward competency Competent Working toward expertise Expert Mastery N/A
16. Uniform DOM evaluation 
question  
 
Page 2 of 2Evaluation Form - MedHub
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Appendix F 
 
Using Dreyfus model of skill acquisition to identify level of competency.  
Original Dreyfus Novice-Expert scale in bold 
 
 
 
 Knowledge Standard of work Autonomy Coping with 
complexity  
Perception of 
context  
Working toward 
competency 
(Novice) 
minimal or 
‘textbook’ 
understanding 
Unlikely to be 
satisfactory unless 
closely supervised 
Needs close 
supervision  
Little or no 
conception of 
dealing with 
complexity 
Tends to see 
actions in 
isolation  
Competent 
(Beginner) 
Working 
knowledge of 
key aspects  
Straightforward 
tasks completed to 
an acceptable 
standard 
Able to 
achieve some 
steps using 
own judgment  
Appreciates 
complex 
situations but 
only able to 
achieve partial 
resolution 
Sees actions 
as a series of 
steps  
Working toward 
expertise  
(Competent) 
good working 
and 
background 
knowledge 
Fit for purpose, 
though may lack 
refinement 
Able to 
achieve most 
tasks using 
own judgment  
Copes with 
complex 
situations 
through analysis 
and planning  
Sees actions 
at least partly 
in terms of 
longer-term 
goals  
Expert 
(Proficient) 
Depth of 
understanding 
of discipline  
Fully acceptable 
standard achieved 
routinely  
Able to take 
full 
responsibility 
for their work  
Deals with 
complex 
situations 
holistically and 
with confidence  
Sees overall 
‘picture’ and 
how 
individual 
actions fit 
within it 
Mastery 
(Expert) 
Authoritative 
knowledge of 
discipline and 
deep tacit. 
Excellence achieved 
with relative ease  
Able to take 
responsibility 
for going 
beyond 
existing 
standards and 
creating own 
interpretations 
Holistic grasp of 
complex 
situations, moves 
between 
intuitive and 
analytical 
approaches with 
ease  
Sees overall ‘ 
picture’ and 
alternative 
approaches; 
vision of 
what may be 
possible  
Why are Faculty Resistant? 
 Four Reasons: 
#1. They Question the academic value. 
#2. Lack incentives 
#3. Adding to an already heavy workload 
#4. Fear of loosing control over training  
Appendix G 
Buy-In tactics: John P. Kotter, Harvard Business Review Press 
Four attack strategies of faculty:  
1. Fear Mongering  4. Ridicule and Idea  
2. Death by Delay                 Assassination  
3.    Confusion    
Examples of these in conversation with faculty: 
1. Fear Mongering = “Have you seen the NAS changes from the ACGME? 
They are ridicules! Its bureaucracy at its finest.”  
2. Death by Delay = “Lets wait and see how far this goes. We’ll wait to 
hear from our RRC or until we have our first scheduled self study.”  
3. Confusion = “Why should I be responsible for writing the milestones? 
Shouldn’t these be standardized by the ACMGE?” 
4. Ridicule and Idea Assassination = “If we make these radical changes, 
you know in a few months they are going to recall everything, making 
all of this a big waste of my valuable time. I will not participate.”  
Your Response Strategy:  
#1. Let them express their fears and concerns but don’t 
take it personally.  
#2. Keep responses simple and full of common sense 
#3. Show respect and don’t become defensive 
#4. Don’t become distracted by  detractors.  
#5. Prepare the inevitable resistance  
 
If you faculty or PD demonstrates any of the previous 
attack strategies, this is your opportunity to turn them 
around.  
 
Use the following guidelines for encouraging “Buy-In”.  
Examples of Response Strategy   
#1. Let them express their fears and concerns but don’t take it 
personally.  
 
Example: “Your right, NAS represents major change and your 
frustrations mirror own concerns.”   
 
#2. Keep responses simple and full of common sense.  
 
Example: “The DOM is helping us make change in phases. Phase 1  
is to simply identify outcomes in the most frequented rotations.  
 
 
#3. Show respect and don’t become defensive 
 
Example: “ I appreciate your time and will strive to make our NAS 
meetings as productive as possible by providing you with drafts for  
editing.  
 
 
#4. Don’t become distracted by detractors.  
 
Example: “I will include that item in our next meetings agenda, but for 
right now I need you to identify which rotation or didactic this outcome 
occurs in.   
#5. Prepare for the inevitable resistance  
 
Example: “I understand that you don’t think its your job to write our 
programs milestones. You believe this is our RRC’s duty. But, our 
program has unique rotations and teaching techniques that we  
proudly present as recruiting strategies during interview season. We 
can not leave it up to our RRC, nor would we want to forfeit our 
opportunity of at demonstrating our individuality.” 
Role-Play “Buy-In” Script: 
Setting: One-on-one meeting with PD 
PD: NAS is just another bureaucratic obstacle adding nothing but extra paperwork.  
Coordinator: Your right, NAS represents major change and your frustrations mirror own concerns. 
PD: I don’t understand how we are expected to make these changes, the NAS literature is vague  
at best.  
Coordinator: The DOM is helping us make change in phases. Phase 1 is to simply identify  
outcomes in the most frequented rotations. Here, use this template I have created.  
PD: I just don’t think all of this is necessary, I am just too busy being a clinician, researcher and  
rotating to do this.  
Coordinator: I know, and I appreciate your time. I will strive to make our NAS meetings as  
productive as possible by providing you with drafts  such as this one for editing. 
PD:  Something more concerning is the fact that our fellows don’t seem to be able to comply  
with Duty Hours.  
Coordinator: I will include that item in our next meeting’s agenda, but for right now I need you to 
identify which rotation or didactic this outcome occurs in.   
PD: No, offense but I just don’t think its my job to write our programs milestones. That should  
be done by our RRC.  
Coordinator: I understand that you don’t think its your job to write our programs milestones.  
But, our program has unique rotations and teaching techniques that we proudly present as  
recruiting strategies during interview season. We can not leave it up to our RRC, nor would we 
 want to forfeit our opportunity of demonstrating our individuality.” 
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Systems-based Practice (SBP) 
Works effectively within multiple health delivery systems 
• Navigate transition of care between different healthcare settings 
• Effectively communicate with other caregivers in order to maintain appropriate 
continuity among different care providers. 
Works effectively within an interprofessional team 
• Demonstrate how to manage team using the skills and coordinating the activities 
of interprofessional team members 
Recognizes system error and advocates for system improvement 
• Recognizes risk or breakdown in the system and shows effort toward correction 
eg: readmission , complications, ER visits, M&M cases. 
Identifies forces that impact the cost of health care and advocates for cost-effective 
care 
• Communicates with team members how cost-benefit analysis is applied to patient 
care as perceived by providers, suppliers, financiers, purchasers and consumers 
and their varied impact on the cost of and access to health care. 
Professionalism 
Adhere to basic ethical principles 
• Accept personal errors and honestly acknowledge them 
Demonstrate compassion and respect to patients 
• Demonstrate empathy and compassion to all patients 
Provide timely, constructive feedback to colleagues 
• Communicate constructive feedback to other members of the healthcare team 
Maintain Accessibility 
• Carries out timely interactions with colleagues, patients, and their designated 
caregivers 
Demonstrate personal accountability 
• Serve as a professional role model for more junior colleagues (eg. Medical 
students, Residents) 
Practice individual patient advocacy 
• Advocates for individual patient needs 
Confidentiality 
• Educate and hold others accountable for patient confidentiality 
Practice-based Learning and Improvement (PBLI) 
Improve the quality of care for a panel of patients 
• Engage in a quality improvement intervention (might be for a specific rotation 
with QI) 
Acquires the best evidence 
• Appraise the quality of medical information resources and select among them 
based on the characteristics of the clinical question 
Appraises the evidence for validity and usefulness 
• Integrate clinical evidence, clinical context, and patient preferences into decision-
making 
Improves via feedback 
• Actively seek feedback from all members of the healthcare team 
Participates in the education of all members of the healthcare team 
Interpersonal and Communication Skills 
Communicate effectively 
• Provide timely and comprehensive verbal and written communication to 
patients/advocates 
• Engage patients/advocates in shared decision-making for uncomplicated 
diagnostic and therapeutic scenarios. 
• Appropriately counsel patients about the risks and benefits of tests and procedures 
including cost awareness and resource allocation 
• Demonstrate sensitivity to the diversity of patients including but not limited to 
race, culture, gender, sexual orientation, socioeconomic status, literacy and 
religious beliefs. 
Interprofessional Team 
• Deliver appropriate, succinct, oral presentations including plan of care to 
appropriate health care team members 
Consultation 
• Clearly communicate the role of consultant to the patient and communicate 
consultative recommendations to the referring team in an effective manner. 
Health Records 
• Provide legible, accurate, complete and timely written communication 
The Coordinator’s role in the Competency Committee Meeting  
Writing the Entrustable 
Performance Activites (EPA’s)  
Appendix I 
Competency Committee meeting  
1. Key faculty meet to discuss education curriculum, evaluation 
tools, and their role as the educator.  
2. Goal of the first meeting: 
• Write program specific EPA’s for each Dreyfus competency 
level 
• Use the EPA competency template.  
Coordinators Role at the meeting  
• Schedule the meeting and book the room 
• Write the agenda  
• Provide the opening presentation to the participants using the 
following strategy: 
  1.Clearly communicate goals and values  
  2.Actively involve faculty members 
  3.Provide a safe space for innovation  
  4.Tie the reform to broader institutional goals 
 
 
As a group  
• Group Activity:  
• List one support for each of the 4 stages to help guide your 
committee meeting.  
Purpose of the EPA  
When presenting the purpose of an EPA to your group communicate  
 the following:  
1. EPA’s will identify what an entrustable professional physician  
 would look like at each stage of competency.  
2. The basic structure of the EPA has been provided in a template 
  form, the original coming from Cardiology approved EPA’s. 
3. Notice  all that is required is to insert common procedures in the 
rotation this EPA is written for.   
 
Appendix J    Entrustable Performance Activity Template    Working toward competency: Still learning basic skill:________________, ____________. Learning how to accomplish the tasks required in their training program. Most fellows in the beginning of their training should be able to___________________.  Competent: Achieved the basic necessary knowledge and skills required to the pass board examination. Should be able to accomplish ___________________ with minimal supervision. Have added “recognition” abilities to their knowledge base for further improvement. Have not completed their training but will have identified areas for continued learning.   Working Toward Expertise: Fellows at this level are homing some skills beyond the basic level and working toward expertise and refined skill in____________________ with faculty supervision.   Expert: Has excellent skills and is engaged in an active process of knowledge enhancement and improvement in ____________________. Continually look for new challenges and means of honing their skills. They are looked to for advice from colleagues and are perceived as knowledgeable and reliable.   Mastery: The average practitioner will not achieve mastery until well after fellowship is complete, if ever. Individuals who have achieved mastery are experts who have continued to develop their knowledge, skills and abilities through deliberate practice and self-study in __________________. These individuals are capable of teaching, no just knowledge and skills, but also the ability to use understanding of the underlying principles of ____________________. Masters not only have excellent self-awareness but also the ability to assess self-awareness in a learner.              
Appendix J    Entrustable Performance Activity Template    Working toward competency: Still learning basic skill:________________, ____________. Learning how to accomplish the tasks required in their training program. Most fellows in the beginning of their training should be able to___________________.  Competent: Achieved the basic necessary knowledge and skills required to the pass board examination. Should be able to accomplish ___________________ with minimal supervision. Have added “recognition” abilities to their knowledge base for further improvement. Have not completed their training but will have identified areas for continued learning.   Working Toward Expertise: Fellows at this level are homing some skills beyond the basic level and working toward expertise and refined skill in____________________ with faculty supervision.   Expert: Has excellent skills and is engaged in an active process of knowledge enhancement and improvement in ____________________. Continually look for new challenges and means of honing their skills. They are looked to for advice from colleagues and are perceived as knowledgeable and reliable.   Mastery: The average practitioner will not achieve mastery until well after fellowship is complete, if ever. Individuals who have achieved mastery are experts who have continued to develop their knowledge, skills and abilities through deliberate practice and self-study in __________________. These individuals are capable of teaching, no just knowledge and skills, but also the ability to use understanding of the underlying principles of ____________________. Masters not only have excellent self-awareness but also the ability to assess self-awareness in a learner.              
Appendix K 
 
 
 
Cardiology Entrustable Performance Activities: 
 
We evaluate your progress in the fellowship, along the following scale: 
 
Working toward competency: A fellow who is working towards competency is still learning basic ECG 
skills required for accurate interpretation. These include knowledge of the competent parts of an ECG: 
Rhythm, rate, axes, chamber enlargement, conduction abnormalities, and ST and T wave abnormalities.  
 
Competent: A competent fellow has achieved the necessary knowledge and skills to successfully pass 
the ECG component of the cardiology boards examination and can accurately interpret most standard 
ECGs/ These individuals have added recognition of pathological patterns of ECG morphology to their 
knowledge base, such as those found with ischemia, infraction and electrolyte disturbances. Competent 
fellows have not completed their training but will have identified areas for continued learning.  
 
Working towards expertise: Fellows who are working towards expertise are able to identify all basic 
rhythms and ECG abnormalities. These individuals have developed self-awareness and can identify areas 
in which their knowledge could be further improved. They are beginning to explore more complex areas 
of ECG interpretation, such as ECG vector analysis and advanced rhythm interpretation. They are able to 
guide their own learning.  
 
Expert: An expert has excellent ECG interpretation skills, and is engaged in an active process of 
knowledge enhancement and improvement in ECG reading and rhythm analysis. Experts continually look 
for new challenged and means of honing their ECG interpretive skills. Experts are looked to for advice 
from colleagues and are perceived as knowledgeable and reliable.  
 
Mastery: The average cardiologist does not achieve mastery until well after fellowship is complete, if 
ever. Individuals who have achieved mastery of ECG reading are experts who have continued to develop 
their knowledge, skills, and abilities through deliberate practice and self-study. These individuals are 
capable of teaching, not just knowledge and skills, but also the ability to use understanding of the 
underlying principles of electrocardiograph and cellular electrophysiology to fundamentally explain 
morphology of the ECG waveforms. Masters not only have excellent self-awareness but also the ability 
to assess self-awareness in a learner.  
 
 
 
 
 
 
 
 
 
 
 
 
Simulation Center  
Opportunity for Direct Observation  
Appendix L 
How to schedule?  
Melissa Gerke, Administrative Assistant: 
 608-265-1047 
 mgerke@uwhealth.org 
Susan Olson, Simulation Educator: 
 608-265-1047 
 solson3@uwhealth.org 
 
http://www.med.wisc.edu/clinical-simulation-program/main/27978 
 
What happens after you schedule  
• The Faculty member teaching the course needs to schedule a 
30 minute meeting with Susan to develop curriculum for the 
course and evaluation tools.  
 
• If five or few participants are scheduled, no payment 
necessary. 
 
• If more then five participants, discuss with Mary Thompson 
regarding payment.  
NAS and Simulation Relationship  
• The NAS requires direct observation opportunities of fellows 
by faculty.  
 
• Simulation presents a real life scenario in a controlled 
environment. 
 
• Life size manikins are designed to respond to procedures 
similarly to how a real patient would respond. This provides 
vital information to both faculty and fellow.  
Simulation Examples  
• Here are some examples of courses offered by the Simulation 
Center:  
 
Central Line Insertion 
Hand Hygiene  
Airway Management   
Bronchoscopy  
 
Effective Communication 
Advanced ACLS, ATLS, and 
PALS  
Mock Codes 
Systems Assessment  
Clinical Assessment  
Group Discussion  
• How are your programs using the Simulation Center? 
 
• What are some good topics for your program to practice in the 
Simulation Center? 
Preparing for DOM Fall Retreat: 11/19/2012   What you can do to help your PD with 
his/her presentation  
Appendix M 
What will be presented? 
#1. High yield rotation evaluation tool  
 
#2. Goal and Objective for one high yield rotation 
 
#3. Direct Observation evaluation tool / curriculum 
Your PD will be expected to present the following during a 
10 minutes presentation:   
 Using what you have   
#1. Outcome/NAS evaluation template  
• Select your most complete NAS evaluation 
rotation.  
• Make sure your PD is familiar with it and 
agrees with it’s contents 100%  
• This is what he will be presenting for #1.  
 
#2. Goals and Objective for High yield rotation 
• Use your NAS evaluation template and written 
EPA’s to create or update current goals and 
objectives.  
• Meet with Mary individually with the above 
materials and she will assist in updating or re-
creating your goals and objectives.  
#3. Direct Observation Evaluation tool / curriculum 
• PowerPoint #4 from Workshop 4 to discuss ways to 
use the simulation center for your program  
• Curriculum you create with Susan Olson will 
provide the materials for this presentation.  
• Mary Thompson will provide wording regarding the 
Professional Communication simulation conducted 
with all DOM fellowship during summer 
orientation.  
Presentations 
• You all should have the first presentation requirement = 
High Yield Rotation Tool.  
• Lets take a moment and present what you currently 
have. 
• This will give your PD’s presentable materials a trial run 
and allow fellowship coordinators to catch minor errors 
before the Fall Retreat.  
• Coordinators, use the evaluation to offer critiques and 
suggestions.  
Appendix N 
 
 
 
High Yield Rotation Evaluation Tool  
Evaluation  
Fellowship Coordinators Presentations 
 
10/29/2012 
 
 
 
Program: _______________________________________ 
 
        Yes / No 
 
1. Was the evaluation written using measurable language?          ___   ___ 
 
2. Was the evaluation less than 4 pages?   ___   ___ 
 
3. Is it uploaded in MedHub?      ___  ___ 
 
 -If no, how do they plan on distributing it? _______________________________________ 
 
4. Are both Medical Knowledge and Patient Care presented? ___   ___ 
 
5. Are all the questions related to the correct rotation?  ___   ___  
 
        1= confusing   5 = states clearly  
    
6. Do the questions clearly identify the desired expectation?   NA 1  2 3 4 
 
7. Suggestions  
 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
Appendix O 
 
Hello Fellowship Coordinators,  
 
We apologize upfront for the length of this email. Please read and send questions to Mary and Jami if 
you have questions. We want to hear from you as we work on this project as a team!  
 
Jami Talking: I would like to share with you all that I have been working on my Master in Adult 
Education through the University of Wisconsin-Platteville.  
As part of the Masters I am required to do a research project. I have chosen to do my project on 
designing a series of workshops to implement the NAS requirements (thanks to Beth for helping me with 
the idea). I think it will help me do my work as a coordinator and help me complete my goal of 
completing my master’s work. I am also hoping it will help all of us in this transition to NAS.  
 
Mary Thompson has agreed to be my advisor and will work with me on all curriculum and goals I have 
set for these workshops. I will co-lead the workshop with Mary as part of my research project on writing 
and designing curriculum.  
 
The overall goal for the workshops is to write the milestones and EPA’s together and come up with 
uniform milestones / EPA’s for the four core competencies that we share across fellowship programs:  
Professionalism, Systems Base Practice, Communication and Practice Based Learning. We will also share 
solutions about ways to align all fellowship programs with the new outcomes and find creative solutions 
for this.  
 
(Mary Talking)  Slight change in the template from last Meeting: 
 
At our last DOM coordinators meeting, I provided a template to help us organize the core, detail and 
outcomes categorized in our recent ACGME Program Requirements. 
 
Jami and I  met yesterday (5/30) regarding some of the difficulties she encountered with the activity for 
templating the RRC core, detail and outcomes. Jami discovered that it was taking longer than expected 
and we decided to work on the highest yield area and look specifically at the outcomes section of the 
RRC document.   
 
So the new direction for June 18th is:  (slight modification from our meeting)  
  
1.  List only the outcomes from the RRC document in an excel spreadsheet or template with only the 
outcomes (same order as they appear in the requirements). This means you can ignore the details and 
core for the time being.  
     (See attachment for an example)  
 -Should take 45-60 minutes at most—use the tool that works best for you.  
--Goal is to learn what outcomes are expected and where gaps exist across programs.  
 
2. If your program has a citation in one of the core areas (from an internal or external review), also 
include that specific core in your spreadsheet.  List this in a separate section so that we can see how this 
citation has been addressed.  
 
3. Give this spreadsheet to your program director and Mary Thompson.  (Deadline goal is June 18th) 
The goal is for the PD and other faculty contributors to align the outcomes with the rotation(s) that they 
best fit within. This will take some time, so do the best you can with the short timeframe. We do not 
expect every program to have this completed. We just want the process started across DOM.  
 
Primary focus is in on the “high yield rotations,” those frequented most often.  
- Purpose: We will use these rotation specific outcomes to write the milestones at our workshops.  We 
will provide a lot of resources for this to take place and make the workshop model the place to ask 
questions and get support in this process.  
 
Please bring these rotation specific outcomes to the workshop on 6/18. (Bring what you have 
completed so far in this process). 
 
Also bring your current goals and objectives and evaluations, we will start working on the P, C, SBP 
and PBL competencies as a group—to align the four core competencies across programs.  
 
More specific June 18th Workshop details coming soon via email.   
 
We will send workshop goals before every meeting. We want to see how this process works and tweak 
as we move along the continuum so we expect things to evolve as we learn together.   
 
Thank you and we look forward to this process, 
 
Best, 
 
Jami and Mary  
Appendix P    NAS Workshop # 1-2 Evaluation:  1. Was the information presented today helpful? If so, what did you find most useful?     2. What do you feel needed further clarification?      3. Do you feel comfortable with your role in the NAS Process? If not, what would increase your comfort level? (ex. letter from the DOM to PD stating your role as coordinator in the process)        4. What would you like discussed in the next workshop?       5. Did the presenter speak clearly, answer questions intelligently, and appear prepared for the workshop?      Thanks very much for your participation. Please interD your responses to MC 9988   Sincerely,  Jami Simpson 
1. Use scale below to answer the first question:
2. List materials provided at either DOM or GME meetings that has increased your
understanding of NAS (ex. PowerPoint, articles or Core, Detail, Outcome Program
Requirements)
3. Has your program started writing milestones and EPAs? If so, do you feel
responsible for guiding the project?
4. Is your Program Director / faculty participating in writing the milestones and
EPA's? If so, what is your role in guiding the process?
5. Are you concerned about meeting the requirements of NAS by Fall 2012? If so,
what is a reasonable deadline?
 
Initial Report
Last Modified: 08/07/2012
1 Rank your understanding of the NextAccreditation System (NAS) 0 0 0 0 0 0.00
# Question Feel supported in theprocess
Working to find support in
the process
Feeling unsupported in
the process
No support
at all Responses Mean
Text Response
Text Response
Text Response
Text Response
6. Put these training methods in order based on effectiveness (1 being most
effective, 4 being least effective).
7. List any specific concerns or hopes you have about the NAS changes:
1 Group work: writing milestones and EPA's together hosted by DOM 0 0 0 0 0
2 Individual sessions / templates to apply on your own 0 0 0 0 0
3 Program Coordinator Conference hosted by ACGME: training NAS compliance 0 0 0 0 0
4 Instructional manual 0 0 0 0 0
Total 0 0 0 0 -
# Answer 1 2 3 4 Responses
Text Response
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T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e
The Next GME Accreditation System — Rationale and Benefits
Thomas J. Nasca, M.D., M.A.C.P., Ingrid Philibert, Ph.D., M.B.A., Timothy Brigham, Ph.D., M.Div.,  
and Timothy C. Flynn, M.D.
In 1999, the Accreditation Council for Graduate 
Medical Education (ACGME) introduced the six 
domains of clinical competency to the profes-
sion,1 and in 2009, it began a multiyear process 
of restructuring its accreditation system to be 
based on educational outcomes in these compe-
tencies. The result of this effort is the Next Ac-
creditation System (NAS), scheduled for phased 
implementation beginning in July 2013. The aims 
of the NAS are threefold: to enhance the ability 
of the peer-review system to prepare physicians 
for practice in the 21st century, to accelerate the 
ACGME’s movement toward accreditation on 
the basis of educational outcomes, and to reduce 
the burden associated with the current structure 
and process-based approach.
Self-regulation is a fundamental professional 
responsibility, and the system for educating phy-
sicians answers to the public for the graduates it 
produces.2 As the accreditor for graduate medi-
cal education (GME), the ACGME serves this 
public trust by setting and enforcing standards 
that govern the specialty education of the next 
generation of physicians. In this article, we dis-
cuss the NAS, including elements and attributes 
of interest to stakeholders (program directors, 
leaders of sponsoring institutions, ACGME’s 
partner organizations, residents, and the public). 
The ACGME’s public stakeholders have height-
ened expectations of physicians. No longer ac-
cepting them as independent actors, they expect 
physicians to function as leaders and participants 
in team-oriented care. Patients, payers, and the 
public demand information-technology literacy, 
sensitivity to cost-effectiveness, the ability to in-
volve patients in their own care, and the use of 
health information technology to improve care 
for individuals and populations; they also expect 
that GME will help to develop practitioners who 
possess these skills along with the requisite 
clinical and professional attributes.3-7
Limitations of the Current System
When the ACGME was established in 1981, the 
GME environment was facing two major stresses: 
variability in the quality of resident education8 
and the emerging formalization of subspecialty 
education. In response, the ACGME’s approach 
emphasized program structure, increased the 
amount and quality of formal teaching, fostered 
a balance between service and education, pro-
moted resident evaluation and feedback, and re-
quired financial and benefit support for trainees. 
These dimensions were incorporated into pro-
gram requirements that became increasingly 
more specific during the next 30 years.
The results have been largely salutary. Perfor-
mance on certifying examinations has improved, 
residents are prepared to deal with the dramati-
cally increasing volume and complexity of infor-
mation in their specialty, and graduates and ac-
ademic institutions have contributed to clinical 
advances and innovation that the public enjoys 
today.9,10 In addition, the role of the program 
director has been established as an educational 
career path, and the formal teaching and as-
sessment of residents and fellows have im-
proved substantially.
Yet success has come at a cost. Program re-
quirements have become prescriptive, and op-
portunities for innovation have progressively 
disappeared. As administrative burdens have 
grown, program directors have been forced to 
manage programs rather than mentor residents, 
with a recent study reporting administrative 
tasks related to compliance as a factor in burn-
out among directors of anesthesiology pro-
grams.11 Finally, educational standards often 
lag behind delivery-system changes. The intro-
duction of innovation through accreditation is 
limited and is often viewed as an unfunded 
mandate.
T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e
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The Nex t Accreditation System
In July 2013, the NAS will be implemented by 
7 of the 26 ACGME-accredited core specialties 
(emergency medicine, internal medicine, neuro-
logic surgery, orthopedic surgery, pediatrics, diag-
nostic radiology, and urology). In the remaining 
specialties and the transitional year (a year of 
preparatory education for specialties such as 
ophthalmology and radiology that accept resi-
dents at the second postgraduate year), the NAS 
will be implemented in July 2014. Educational 
milestones (developmentally based, specialty-
specific achievements that residents are expected 
to demonstrate at established intervals as they 
progress through training) have been completed 
or nearly completed for the seven specialties in 
the first phase of implementation. The residency 
review committees in these specialties will be in 
an excellent position to begin to collect milestone 
data during the 2012–2013 academic year to create 
a baseline data set for the NAS.
The NAS moves the ACGME from an episodic 
“biopsy” model (in which compliance is assessed 
every 4 to 5 years for most programs) to annual 
data collection. Each review committee will per-
form an annual evaluation of trends in key per-
formance measurements and will extend the pe-
riod between scheduled accreditation visits to 
10 years. In addition to the milestones, other 
data elements for annual surveillance include 
the ACGME resident and faculty surveys and op-
erative and case-log data. The NAS will elimi-
nate the program information form, which is 
currently prepared before a site visit to describe 
compliance with the requirements. Programs will 
conduct a self-study before the 10-year site visit, 
similar to what is done by other educational ac-
creditors. It is envisioned that these self-studies 
will go beyond a static description of a program 
by offering opportunities for meaningful discus-
sion of what is important to stakeholders and 
showcasing of achievements in key program ele-
ments and learning outcomes.
Ongoing data collection and trend analysis 
will base accreditation in part on the educational 
outcomes of programs while enhancing ongo-
ing oversight to ensure that programs meet stan-
dards for high-quality education and a safe and 
effective learning environment. Programs that 
demonstrate high-quality outcomes will be freed 
to innovate by relaxing detailed process stan-
dards that specify elements of residents’ formal 
learning experiences (e.g., hours of lectures and 
bedside teaching), leaving them free to innovate 
in these areas while continuing to offer guidance 
to new programs and those that do not achieve 
good educational outcomes.
The Educ ational Milestones
A key element of the NAS is the measurement 
and reporting of outcomes through the educa-
tional milestones, which is a natural progression 
of the work on the six competencies. Starting 
more than 10 years ago, the ACGME, in concert 
with the American Board of Medical Specialties 
(ABMS), established the conceptual framework 
and language of the six domains of clinical com-
petency and introduced them into the profes-
sion’s lexicon, mirroring the move toward out-
comes and learner-centered approaches in other 
domains of education.12
In each specialty, the milestones result from 
a close collaboration among the ABMS certify-
ing boards, the review committees, medical-
specialty organizations, program-director as-
sociations, and residents. The earliest efforts 
involved internal medicine, pediatrics, and sur-
gery,13-15 and by late 2011, milestones were be-
ing developed in all specialties. The aim is to 
create a logical trajectory of professional develop-
ment in essential elements of competency and 
meet criteria for effective assessment, including 
feasibility, demonstration of beneficial effect on 
learning, and acceptability in the community.16
Programs in the NAS will submit composite 
milestone data on their residents every 6 months, 
synchronized with residents’ semiannual eval-
uations. Although the internal collection of 
milestone data may be more comprehensive, the 
data submitted to the ACGME will consist of 30 
to 36 dimensions that represent the consensus 
of the assessment committee on the educational 
achievements of residents, informed by evalua-
tions the program has performed. Table 1 shows 
a sample of generic milestones for professional-
ism, interpersonal and communication skills, 
practice-based learning and improvement, and 
systems-based practice. The milestones are based 
on the published literature on these competen-
cies17-22 and were developed by an expert panel 
with representation from the specialties in the 
early phase for use in milestone development.
At the completion of training, the final mile-
stones will provide meaningful data on the per-
special report
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formance that graduates must achieve before 
entering unsupervised practice. This process 
moves the competencies “out of the realm of the 
abstract and grounds them in a way that makes 
them meaningful to both learners and faculty.”13 
The final milestones also create the entry point 
into the maintenance of certification and licen-
sure phase of lifelong learning. The initial mile-
stones for entering residents will add a perfor-
mance-based vocabulary to conversations with 
medical schools about graduates’ preparedness 
for supervised practice.23 Over time, the mile-
stones will reach into undergraduate medical 
education to follow the adoption of the compe-
tencies by many medical schools. This will con-
tribute to a more seamless transition across the 
medical-education continuum.
Another key element of the NAS is emphasis 
on the responsibility of the sponsoring institu-
tions for the quality and safety of the environ-
ment for learning and patient care, a key dimen-
sion of the 2011 common program requirements.24 
This will be accomplished through periodic site 
visits to assess the learning environment. Insti-
tutions will see their results, and the first visit 
will establish a baseline for self-comparison over 
time. The process will generate national data on 
program and institutional attributes that have a 
salutary effect on quality and safety in settings 
where residents learn and on the quality of care 
rendered after graduation.25
Benefits and Limitations
The visits to sponsoring institutions will ensure 
that residents are exposed to an appropriate 
learning environment, and the milestones will 
ensure that they demonstrate readiness for inde-
pendent practice and possess the attributes that 
the public deems to be important in physicians. 
As future competencies emerge, the milestones 
will enhance the ability of the ACGME to ensure 
their successful incorporation into the physician’s 
armamentarium. The NAS will enhance educa-
tion focused on physician competencies that are 
deemed to be relevant to the health of individu-
als and populations. Through this, the NAS will 
benefit employers of new graduates and the pub-
lic by enhancing the competence of future physi-
cians in areas that are relevant to a well-per-
forming, efficient, and cost-effective health care 
system and that have been recommended by ex-
perts and stakeholder groups.3-7
In the context of our aspirations for the NAS, 
it is important to note the limits of accreditation. 
Much has been written about the constrained 
environment for GME, including threatened re-
ductions in support for physician training and 
increased productivity pressures on academic 
institutions and their faculties. The development 
of the NAS is sensitive to these factors, since 
they are characteristics of the environment in 
which GME programs, sponsoring institutions, 
and the ACGME operate. At the same time, ac-
creditation is not a panacea, and no accredita-
tion model by itself can effectively compensate 
for the overuse of resources, inefficiencies, and 
disparities that characterize aspects of the na-
tion’s health care system. It would be presump-
tuous to expect accreditation to effectively resolve 
these problems. Rather, its roles are to arm the 
next generation of physicians with knowledge, 
skills, and attributes that will enhance care in 
the future and to expand the traditional role of 
residents in the care of underserved populations 
to an enhanced understanding of the problem of 
health disparities and how to eradicate them.26
Finally, although accreditation must be sensi-
tive to the burden it creates on programs, insti-
tutions, and individuals, it would be dangerous 
to expect accreditation to reduce its expectations 
to accommodate the host of other pressures on 
the system of physician training. Any move to 
create a reductionist model of accreditation to 
avoid burdening the system may further erode 
public support for physician education and pub-
lic trust in the physicians the system produces. 
Constrained finances and future threats of re-
ductions make it even more important for ac-
creditation to ensure that learners are not un-
duly burdened with service obligations that do 
not meaningfully contribute to their education27 
and that education and patient care proceed in 
an environment that complies with requirements 
for duty hours, supervision, and other elements 
important to the safety of patients and resi-
dents.28 This makes the visits to sponsoring in-
stitutions a critical component of the NAS in 
the untoward event of serious cuts in support 
for GME.
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Conclusions
Key benefits of the NAS include the creation of a 
national framework for assessment that includes 
comparison data, reduction in the burden asso-
ciated with the current process-based accredita-
tion system, the opportunity for residents to 
learn in innovative programs, and enhanced res-
ident education in quality, patient safety, and the 
new competencies. Over time, we envision that 
the NAS will allow the ACGME to create an ac-
creditation system that focuses less on the iden-
tification of problems and more on the success 
of programs and institutions in addressing them.
Although the ACGME has not piloted the 
NAS in its entirety, pivotal elements of the sys-
tem have been tested successfully in the Educa-
tional Innovation Project in internal medicine 
and in a multiyear pilot in emergency medicine. 
Besides testing annual data collection, the Edu-
cational Innovation Project provided the ACGME 
with insight into standards that could be re-
laxed for high-performing programs (i.e., a 40% 
reduction in requirements for the internal medi-
cine program, which went into effect in July 
200929). Knowledge about acquisition of data ele-
ments around the milestones is being gained 
from the ACGME’s international accreditation 
effort in Singapore and will benefit the imple-
mentation of the NAS. Finally, the learning 
gained from the first phase of the NAS will bene-
fit the specialties that will implement the NAS 
in the second phase.
Much work remains to be done. The next step 
in moving toward the NAS will involve inform-
ing the GME community about the NAS, with a 
particular focus on the milestones. This work 
will continue in close collaboration with program-
director organizations, the ABMS boards, the 
specialty colleges, and related academic organi-
zations. The ACGME will continue its role in 
educating program directors, faculty, and others 
by building on its annual conference, with a 
focus on faculty development that is sensitive to 
time and financial constraints for many faculty 
members.
The NAS will support the education of physi-
cians to provide care for Americans into the 
middle of the century. This requires an endur-
ing system that takes the best of the current 
system and enhances it with a more explicit fo-
cus on attributes of the learning environment 
that carry over into a lifetime of practice in a 
clinical specialty. By encouraging high-perform-
ing programs to innovate, the system will open 
the quality ceiling and produce new learning. 
Simultaneously, an ongoing process-based ap-
proach for programs with less-than-optimal per-
formance will continue to raise the floor for all 
programs.
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